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epidural administration. [7] [8] [9] [10] Two studies [11, 12] have reported an increased duration of sensory blockade and analgesia, with dexmedetomidine as an adjuvant to local anesthetics for peripheral nerve blocks.
Previous studies have shown that dexmedetomidine 100 μg effectively prolongs brachial plexus block and also reduces onset time. Using ultrasound guidance with Enhanced Needle Visualization (ENV) software (SonoSite, Inc. WA, USA), we sought to evaluate whether using a lower dose of dexmedetomidine (75 μg) and lower volume of local anesthetic (20 mL) would be effective.
In this study, we evaluated the effect of adding dexmedetomidine to bupivacaine for ultrasound-guided subclavian perivascular brachial plexus block.
Our primary end points were the onset time of sensory block (OTSB), onset set of motor block (OTMB), duration of sensory block (DSB), and duration of motor block (DMB).
MaterIals and Methods
After institutional ethical committee's approval and written informed consent, sixty American Society of Anesthesiologists Physical Status I-II patients of either sex, aged 20-60 years, scheduled for bony orthopedic procedures on the forearm and hand under ultrasound-guided subclavian perivascular brachial plexus block, were enrolled in a prospective, double-blind, controlled trial.
Exclusion criteria: Patients receiving adrenoceptor agonists or antagonists and anticoagulants; those with a history of bleeding disorders; those with a history of cardiac, respiratory, hepatic, or renal failure; and pregnant women.
Using computer-generated random numbers, the patients were randomly allocated to two groups of thirty each: • Group BS: Received 20 mL of 0.5% bupivacaine + 1.5 mL of 0.9% saline • G r o u p B D : R e c e i v e d 2 0 m L o f 0 . 5 % bupivacaine +1.5 mL (75 μg) of dexmedetomidine.
On arrival in the operating room, standard monitoring was established, and baseline heart rate (HR), blood pressure, and oxygen saturation were recorded. The patients were not premedicated before the block. Intravenous access was secured on the upper extremity contralateral to the one on which the block was to be performed. With the patient in supine position and the head turned away from the side to be blocked, the area of the proposed block site and around was disinfected with chlorhexidine solution (chlorhexidine gluconate solution 2.5% v/v equivalent to chlorhexidine gluconate 0.5% w/v ethyl alcohol I. P. 70%).
Ultrasound imaging was performed using a Sonosite M-Turbo (Sonosite Inc. Bothell, WA, USA) with a High Frequency Linear (HFL), 38 mm, 13-6 MHz, transducer [ Figure 1 ]. After sterile preparation of the area, a scout scanning was done using sterile gel, and the subclavian perivascular brachial plexus was identified by the characteristic bunch-of-grapes appearance.
The local anesthetic with normal saline or with dexmedetomidine was prepared in a sterile bowl by an anesthetist not involved in the study. The operator performing the block was blinded to the composition of the injectate, and he was the one who recorded the sensory and motor tests to evaluate block success and duration.
After preparation of the area, a skin wheal was raised using 2 mL of 1% lidocaine at the intended site of block performance. Under direct sonographic visualization, a 22G 50-mm short beveled Stimuplex ® needle (B. Braun) was advanced in plane with transducer, with the subclavian perivascular brachial plexus in a short axis. Sonosite ENV™ software was used to facilitate the visualization of the needle.
Once the subclavian artery and brachial plexus were visible as they passed over the first rib, an in-plane technique was used with lateral needle entry, allowing the whole of the needle to be kept in continuous view, and 25 mL of the solution was deposited in aliquots of 5 mL (after careful negative aspiration following every 5 mL to avoid intravascular injection) accurately around the plexus. Following this, 5 mL of 0.25% bupivacaine was used to block the intercostobrachial nerve.
The sensory block (four nerves) was assessed by pinprick test using a 3-point scale: 0 = normal sensation, 1 = loss of sensation of pinprick (analgesia), and 2 = loss of sensation of touch (anesthesia). The motor block was assessed by thumb abduction (radial nerve), thumb adduction (ulnar nerve), thumb opposition (median nerve), and flexion at elbow (musculocutaneous nerve). The motor block was also graded on a 3-point scale according to the modified Bromage scale as follows: 0 = normal motor function, 1 = reduced motor The sensory and motor blocks were evaluated every 3 min till their onset and then every 30 min after surgery, until they had resolved.
The onset time for sensory block was defined as the time interval between the end of total local anesthetic administration and complete sensory block (a score of 2 for all nerves). The duration of sensory block was defined as the time interval between the end of local anesthetic administration and complete resolution of anesthesia on all nerves (a score of "0"). The onset time for motor block was defined as the time interval between the total local anesthetic administration and complete motor block (a score of "2"). The duration of motor block was defined as the time interval between the end of local anesthetic administration and the recovery of complete motor function of the hand and forearm (score "0").
HR, systolic arterial blood pressure, and diastolic arterial blood pressure were recorded at 0, 5, 10, 15, 30, 45, 60, 90, 120, 150, and 180 min. Hypotension was defined as decrease in arterial pressure to <20% relative to baseline and bradycardia as a HR <50 bpm. Pain was assessed using the Visual Analog Scale (0-10). The nursing staff were advised to administer intramuscular injection of diclofenac sodium 75 mg (rescue analgesia) when the Visual Analog Score >4. The time between the end of the local anesthetic administration and the first analgesic request was recorded as the duration of analgesia.
Statistical analysis
Statistical analysis was performed with IBM SPSS software Version 21.0 (SPSS Inc., Chicago, IL, USA). Statistical power for the motor and sensory block durations between the two groups at α=0.05 was calculated to be 99.99%. The descriptive statistics of the data give the information about number of patients (n) and minimum, maximum, mean, and standard deviation (SD) values of the variables under study. Quantitative data were expressed as mean ± SD [ Table 1 ]. Independent sample ttest was used for comparisons between the two groups. P < 0.05 was considered statistically significant.
results
The demographic and surgical data were similar in each group [ Table 2 ]. The sensory and motor block onset times were statistically significantly shorter in Group BD compared to Group BS (P < 0.01).
The sensory and motor blockade durations were longer in Group BD than in Group BS (P < 0.01). The duration of analgesia was statistically significantly longer in Group BD than in Group BS (P < 0.01) [ Table 3 ].
The mean onset time for sensory and motor blocks in Group BD was 10.1 ± 1.47 and 13.1 ± 1.47 min, respectively. The mean onset time for sensory and motor blocks in Group BS was 12.7 ± 1.88 and 15.6 ± 1.83 min, respectively.
The mean duration for sensory and motor blocks in Group BD was 769.5 ± 36.87 and 719.17 ± 44.26 min, respectively. For Group BS, the mean durations were 619.33 ± 35.10 and 561.00 ± 40.71 min, respectively. The mean duration of analgesia for Group BD was 869.33 ± 31.18 min, whereas it was 738.5 ± 7.01 min for Group BS [ Figure 2 ]. Systolic blood pressure levels in Group BD at 10, 15, 30, 45, 60, 90, 120, 150, and 180 min were statistically significantly lower than those in Group BS (P < 0.05). Diastolic blood pressure levels in Group BD at 30, 45, 60, 90, 120, 150, and 180 min were significantly lower than those in Group BS (P < 0.05) [ Figure 3 ]. HR levels in Group BD were statistically significantly lower than those in Group BS (P < 0.05), but the HR was never lower than 50 bpm (bradycardia) at all the time points of measurements [ Figure 4 ]. This was probably because we used only 75 μg of dexmedetomidine perineurally compared to 100 μg in other studies. [13] No side effects -nausea, vomiting, and hypotension -were observed in either group.
dIscussIon
The clinical evidence for the use of dexmedetomidine as an adjuvant to local anesthetic for peripheral nerve blocks was first published by Brummett et al. in several animal studies. [14] [15] [16] [17] Under nerve stimulation guidance, Esmaoglu et al. used 40 mL of local anesthetic plus 100 μg of dexmedetomidine for axillary brachial plexus block.
Today, ultrasound guidance is the "gold standard" in peripheral regional anesthesia, enabling a reduction in local anesthetic dosage. [18, 19] Ultrasound has brought about a revolution in terms of accuracy, predictability, and success rates. Although neurostimulation remains a useful technique, ultrasound guidance has dramatically improved nerve localization and offers several advantages. Although the requirement of a sound anatomical and theoretical knowledge is important, the use of ENV software incorporated in the newer ultrasound machines has maximized the success and efficacy of the technique. ENV (SonoSite, Inc. WA, USA) is a software that intensifies the brightness of the needle during ultrasound-guided procedures [ Figure 5 ]. Therefore, to reflect the current clinical standard in this field, we used ultrasound guidance with ENV and low volume of local anesthetic along with a lower dose of dexmedetomidine compared with previous studies.
Dexmedetomidine is a potent α 2 adrenoceptor agonist approximately eight times more selective toward the α 2 adrenoceptor than clonidine, [6] thus decreasing the unwanted side effects of α1 receptors. α 2 adrenergic receptor agonists mediate analgesia and sedation by mechanisms which are not fully understood but are likely to be multifactorial. Peripherally, α 2 agonists produce analgesia by reducing the release of norepinephrine and causing α 2 receptor-independent inhibitory effects on nerve fiber action potentials. Centrally, they produce analgesia and sedation by inhibition of substance P release in the nociceptive pathway at the level of the dorsal root neuron and by the activation of α 2 adrenoceptors in the locus coeruleus. [20] It has been shown that blockade of the hyperpolarization-activated cation current (I h current) prolongs the duration of analgesia when dexmedetomidine is used as an adjuvant for nerve blocks. [15] As the I h current is important to restore the nerve back to the resting potential, blockade of this current by dexmedetomidine will result in prolonged hyperpolarization, thereby hindering it to produce a new action potential. Prolonged hyperpolarization from blockade of the I h current seems to be more distinct in the unmyelinated C fibers (pain) than in A α fibers (motor). Therefore, blocking the I h current may have a more pronounced effect on pain than on motor response. [21] conclusIon We conclude that combining ultrasound guidance for plexus location and using dexmedetomidine as an adjuvant to bupivacaine allows the use of lower volume of bupivacaine and lesser dose of dexmedetomidine yet providing a shorter onset time and prolonged duration of the block.
